Inthis address, I hope to outline some ofthe issues facing psychiatrists as we enter the next millennium, addressing our opinions, those ofour patients, and those ofthe general public that are reflected in public policy. I will illustrate where I see opportunities for us to close the gaps that exist between the science and the practice of psychiatry in everyday life-where as practitioners, as a professional organization, and as citizens we can contribute to improving the mental health of Canadians. In many ways it is indeed "the best of times, the worst of times" to be in practice. Tremendous advances in research must be addressed by applications in practice-an increasingly sophisticated public demands cutting-edge care from a resource-strapped system-improved relationships within the mental health team and with the consumer are developing, but practitioners are feeling demoralized.
Depending on the day, I vacillate between high enthusiasm and teeth-grinding frustration about the state of mental health practice in this country. In my own clinical work and administrative activity, I see the same pattern. While I work hard to offer hope and comfort to my patients, even in the face of sorrow and loss, I let the equivalent of therapeutic nihilism enter into my collegial relationships. Not surprisingly, my negativity is unlikely to attract medical students to consider psychiatry as an attractive vocation, nor am I apt to provide much help to embattled administrators who are trying at their own level to sensibly manage scarce resources.
As a resident in the late 1970s and early 1980s, I suspect I was more dogmatic about what I thought I knew and what I thought my role as physician demanded I project. Today I am more comfortable with ambiguity and with sharing with coworkers, patients, and families the uncertainty that is a feature of many practice interventions. I think that is growth (although sometimes I worry that it is a sign of neglect of maintenance of competence activity).
That role ofexpert, able to make definitive declarations about causation, behaviour, or treatment response is one that is an imperfect fit with psychiatric practice. I am not suggesting that the standard of evidenced-based practice is necessarily further advanced in other medical or surgical specialties, but we suffer in comparison for our lack of "objective" tests of diagnostic and therapeutic interventions. Measuring what we do is not easy; nor is explaining it to others, be they patients, family members, other health professionals, policy-makers, politicians, or the general public. Yet that is a crucial task if we are to generate the attention and resources for mental health that we seek.
Winston Churchill's advice should not be forgotten-"The farther backward you can look, the farther forward you are likely to see" (l). Depending on one's mathematical grasp, this year 2000, or 2001, is the millennium. Amidst all the hype we should, within our own profession, take stock of some of our past endeavours and consider how we might avoid repeating our mistakes.
During my final residency year, a research experience in psychiatric epidemiology with Alexander Leighton, I was given a copy ofhis book Caringfor Mentally IIIPeople (2) . Rereading that book, a case study of a psychiatric service, was an eye-opener for me last year. Having worked in a mental health service, and having been an enthusiastic player in trying to revamp the system, I was shocked by the similarities between 1952 challenges and those I'd experienced in the 1990s and frightened by the revelation that we continue to ignore lessons of the past. One example from Professor Leighton's analysis, which I will use to illustrate this, concerned the difficulties of lay boards directing community mental health programs. In that discussion, I saw unsettling parallels to my own jurisdiction's experience with regional health authority governance 40 years later.
Recently, across Canada, we have seen the emergence ofregional health authorities-an effort to decentralize and make more responsive local health services. Board governance has received considerable attention. "The psychology of boards is as yet unstudied. It is not in the textbooks. The best ofthem get wooden .... All boards age rapidly and acquire young the senile characteristics. They assimilate with difficulty and abhor change .... Yet no one thinks these honest gentlemen either stupid or undutiful. They merely do not know their business and do not know that they do not know" (2) .
It would appear, however, that over a century ago observations about the discrepancy between well-intentioned public service and operational effectiveness were being recorded but then forgotten or ignored.
Over the last several years, I have participated in numerous debates about the role of boards within the health sector. Should they be elected or appointed? Should representation from health professionals be encouraged or forbidden? Is the board to operate under Carver-style governance, focusing on "board ends," or must it be more directly involved in the operational issues facing the administration? Do governments really want regional authorities to assume control of such politically sensitive decisions as shutting down services to adhere to budgetary realities, even with election rumours circulating?
More recently, Rudolf Klein and Janet Lewis have studied British community health councils and the politics of consumer representation (3) . "It is often assumed that locally controlled services can be equated with accessible, responsive, and open services: what might be called a democratic style of administration .... It cannot be taken for granted that that the result (of decentralization) would be to encourage these particular values. The little evidence that is available points in the opposite direction: it suggests that local authorities are perceived to be less responsive and less open than central government" (3).
My own experience in a small community has been that policy decisions that may very well be in the public interest at large can get derailed because ofthe intimacy ofthe environment, where any decision is seen as a personal enhancement or, more commonly, deprivation of some service to an individual or small group.
To return to the title of this address, "Opinion and Reality: Bridging the Gap," an old cover of the Sun tabloid illustrates several points that I will develop during this talk. Initially I was drawn to the headline about the tragic dog-baby born as result of a mix-up at the animal and human sperm bank-the subtext was "hospital orders cover-up," but another story illustrates the repetition-compulsion of the bridegroom about to embark on marital quest number 28. Ask yourself ifhe has considered what the previous disappointments might say about his choice of partner or his possible shortcomings as a spouse. Persistence is generally considered a good quality, but only if one keeps learning and adjusting to changing circumstances.
The CPA has devoted significant resources to our needs to keep apace of research developments and best practices in psychiatric care in the last few years. Clinical practice guidelines, revamped annual meetings that reflect the movement away from passive listener to active participant in learning, development of the International Continuing Professional Development (ICPD) conferences, improvements to the Journal and the Bulletin, and ongoing efforts of standing committees are aimed at getting good information to us. But what do we do with that knowledge?
Studies of the length of time it takes for physician practice to reflect current knowledge are somewhat discouraging. And maintaining good practice requires reinforcement or we often return to old well-entrenched behaviour. To illustrate, we have seen the data on the lack of improved efficacy of higher doses oftypical neuroleptics, yet audits continue to show dosages in the range of20 mg or more of haloperidol per day are employedrather than doses of4 mg to 8 mg. Improvements in the detection and treatment of depression by primary care physicians do not last unless the training is reinforced regularly. It would appear that it is not just our patients who have trouble complying with recommendations.
This year marks the beginning of the first cycle of mandated maintenance ofcertification activity for Canadian recognized specialist physicians. It is causing some anxiety to our members, particularly to practitioners who work outside of academic centres. They worry about having the time, financial resources, and opportunity to attend accredited continuing professional development (CPO) activities. They are less attuned to the independently structured leaming activities that wouldafford them the needed credits to continue to be recognizedas Fellows by the Royal College. The CPA has invested considerable effort to educate psychiatrists about Maincert. The organization is one of the first specialty societies to become an official accreditor of educational activities. Occasionallythat has put us in the position ofpleading not to shoot the messenger-we are but instruments in the actions of the RoyalCollege. My own opinion is that such a mandatory process for demonstrating efforts to maintain one's professional expertise is required to assure our continued status as a highly respected, self-regulating, publicly funded profession. This is recognized as a critical issue in other jurisdictions. Many of you are familiar with the parallel debate in the UK, where recently several scandals have shaken public confidence in the medical profession's ability to self-regulate.
The challenges facing Canadian psychiatrists are formidable. Wemust persist in our efforts to remain current, providing excellence in our clinical work while bombarded by multiple competing demands on our time and operating in a constantly changing environment. We have to recognize our own needs and frailties. Dr Michael Myers, our incoming president, will undoubtedly be addressing our health needs as he shares the insights from his practice with physician patients. I will focus my comments primarily at the level of system need. Unless we participate in a meaningful way in system planning, we willcontinue to be frustrated in our individual clinical work in the public health care system. Private practice in an office environment does not insulate us from current resource shortages.
When I participated in the Transition Team that was steering the health reform effort in Prince Edward Island during the mid-1990s, as the Medical Director for the now defunct Health and Community Services Agency and as the Director of Mental Health, I have tried to bridge the gap that often existsbetween physicians and public servants. Not infrequently those responsibilities have required interaction with an apprehensive public and pressured politicians. In the early reform days, I was optimistic that ifwe were successful in refocusing some of the processes and resources toward primary care, knocked down some silos, and planned using better information, we would see particular gains in the mental health arena. I hoped that the public and the politicians would accept these changes as being in the greater public good. No longer would mental health be the poor, often-forgotten cousin when the public debated the issues surrounding the preservation of our health care system. I have since lost some of my innocence. That doesn't mean I've given up on trying to understand how to move the system along. I should have read Professor Leighton's book sooner.
In examining the problems that confronted the Stirling County investigators as they worked with the local community to establish a community mental health service that would be a model for rigorous research, complementing the epidemiological investigation of the mental health of that rural area, several barriers to success were identified. Lack of clarity in distinguishing when one is referring to mental health as opposed to mental illness has resulted in confused goals and evaluation of actions. We (mental health professionals) tend to underestimate the strong emotional reactions of the public who may, for example, react with fear to suggested service changes viewed as quite reasonable by clinicians. In the 20 years of evaluation of service delivery, and in the 10 years thereafter, the absence of a comprehensive conceptual framework for research, policy, and planning was seen as a barrier-I'd suggest it still is. Too little attention has been given to maintaining research efforts over time, and all too often the results are quickly forgotten. The last of the major barriers is that of the Lord Ronald Syndrome: like the popular CBC radio show, we ride madly off in all directions, seduced by many tantalizing ideas that all beg to be explored-but that approach results in confusion, wasted efforts, and exhaustion of limited research resources. I think we are making some changes with recent actions. The formation of the Canadian Alliance on Mental Illness and Mental Health (CAMIMH) is in its name respecting that mental health and mental illness are distinct concepts, although often used interchangeably. In the early days of the Canadian Institutes of Health Research, it will be important to understand and clarify the scope of inquiry of the institute that will include mental health, addictions, and neurosciences and evaluate grant applications accordingly. Not only in research but also in planning services it will be critical that that rigour also exists in development and in evaluation of interventions, including the clear conceptual distinction between actions aimed at prevention versus illness care, need versus perception, and effectiveness as understood by the experts and the public.
In July, I attended the annual meeting ofthe Royal College of Psychiatrists in Scotland. Considerable attention was given during the program to issues of stigma and to recent moves by the government to take a law-and-order response to heightened public concern about safety when seriously mentally ill individuals are receiving care in the community. In Canada, media stories that assume prominence tend to be sensational tragedies involving violence by or toward mentally ill individuals. It is hard to get good publicity that would educate the public about advances in care and the value of seeking help or do some "consciousness raising" of the need to invest in preventive and treatment efforts.
An increasingly sophisticated public is felt on balance to be a very good thing, but it brings with it some complications. Patient decision making may be enhanced by access to a vast array of sources of information on the Internet and other media. Material of doubtful validity or clinical relevance is also ubiquitous. I find it interesting to consider how people make decisions about care. What is the level of evidence to support an opinion, professional, as well as lay public? In a provocative article "Is Complementary Medicine Meeting Needs?" (4), John E Cooper has outlined levels of evidence used by people to make decisions-"reasons why people believe things to be true." Cooper lists them as follows:
A. Inner certainty (a personal belief that is usually neither caused nor changed by experience ofspecific events, and that is not changed by any sort of evidence).
B. Statements by an accepted authority.
C. The personal experience of one person (sincere personal testimony)-subjective evidence. D. The agreed opinion of several people, based on their own experience and/or general knowledge (everybody knows, stands to reason, common sense)-objective evidence. E. A set ofobservations that are consistent with a stated aim or hypothesis, made by one or more persons (usually professionals) using agreed methods or techniques-systematic evidence.
F. Repeated observations by several professional workers involving controlled comparisons that are subject to statistical analysis-scientific evidence.
Cooper suggests that most everyday decisions are determined by using combinations of A, B, C, and D and that is reasonable and practical, but in weighing the merits of interventions involving the application of modem technology we must depend on scientific evidence. In his argument about complementary medicine, Cooper highlights the need to look at evidence from category F, rather than accepting the validity of claims arising from categories A through D, and only rarely, E. We need to consider which of our current practices also reach that level of scientific rigour.
In 1992, the World Bank embarked on a study that has tried to allow for reasonable comparisons across nations of the relative burden of diseases and comparisons of differing approaches to meeting what all agree are huge unmet needs. A measure, the DALY (disability-adjusted life year), which considers mortality and productive years lost through disability, is employed across countries and results in the recognition that mental illnesses account for 10.5% of the global burden of disease (5) . That mental disorders are important health concerns should not be debatable, yet few countries invest in research and care in proportion to the disease burden. This past spring federal Health Minister Alan Rock asked the House of Commons Standing Committee on Health to consider mental health. Proceedings were stalled, to a significant extent because the Opposition co-chair did not want to waste his time on that topic when important matters such as surgical waiting lists were of concern to the public. Even ifwe did have the level ofservice response we wouldrequire to meet the demand projected time and time again from community prevalence studies (and of course we never will), we would not have all affected individuals come forward for treatment. Goldberg and Huxley's pathways to care (6) describe a series of sieves that filter people through the system to specialist psychiatric attention. Illness behaviour, the GP's ability to detect mental disorder, his decision to refer on to psychiatric services, and the specialist's decision to admit to a bed are sequential actions impacting on the utilization ofspecialist mental health services.
We all, probably on a daily basis, run into difficulty when what we think is a problem requiring intervention and what the patient identifies as a concern are not the same.
The Goldberg and Huxley view has been criticized for neglecting to consider the patient as an active participant in determining if services are received. The impact of public knowledge and attitudes on help-seeking behaviours has been studied in Australia, Austria, and Germany with household samples (6) . The results certainly were of some surprise to me. They are reminiscent ofthose good news-bad newsjokes. The public has high expectations of the impact of treatment, but professional views as to what form of intervention can be helpful for specific conditions are very different. The public have very negative attitudes about pharmacotherapy. They have very positive attitudes about psychotherapy, including its value in treating organic and psychotic mental disorders. Alternative treatments are seen as more helpful than pharmacological ones. The public believes that the prognosis is poor without treatment but very good with treatment. Public beliefs about treatment are very different from those of mental health professionals. There is widespread stigma against those with mental disorder. Age, education, and contact influence those beliefs, but the effect is small.
Weare moving away from assessment ofneed for psychiatric carebased on projection of prevalence data to a more holistic consideration ofthe care that is being provided by informal as well as formal systems. Estimates of total health care investment should include the implicit costs of informal caregivers. Evaluation of programs is based on outcome data rather than demonstrating improvement in the provision ofwhat can be a relatively ineffective intervention. Excessive attention to studies of surgical waiting lists, for example, may cloud the biggerquestion ofthe relative benefit ofthat form ofcare over other possible interventions. In psychiatry, we too may need to consider ifwhat we like to do is what will be the most efficient and effective intervention.
The definition of need for health care services has expanded toinclude consideration ofthe expressed demands ofthe public, needs of health care professionals for a quality of life, availability of effective and ethically acceptable solutions, and how much the solutions fall within the health sector's competence and jurisdiction. Planning based on prevalence, disablement, treatment effectiveness, and costs of illness might have limited effect if it does not fit with consumer beliefs. For example depression, a common, highly disabling condition, can be effectively and affordably treated with antidepressant medication, but such an approach will fall short with a public who are sceptical of medications and prefer counselling or psychotherapy.
Recognition ofthe active role the public plays in the treatment interaction has significant implications for service providers and planners. The public accesses the services of alternative practitioners quite regularly. This is not some sort of minor fringe phenomenon, but needs to be considered by medical organizations. Some practices have ancient roots, others we dismiss as foolish quackery. Regardless ofour rejection ofalternative practices as lacking scientific basis, people are using them. Surveys in Europe, the US, and Australia show that one-half the adult population will use complementary medicine, one-third repeatedly. One-half of users are dissatisfied with orthodox care, and the amount spent equals the amount spent on mainstream treatment (3). Can we afford to ignore this?
In our pursuit of the scientific, have we lost sight of the art of medicine? Patients often comment on the rushed, impersonal, and intimidating experience of modem medical care. Even psychiatrists-have we lost sight of the "consultation effect" (defined as improvement in emotional symptoms and illness behaviour due to lessening of fear of not knowing what is wrong, knowing that something is being done that should soon produce improvement, feeling accepted by the doctor and cooperating in the treatment regimen [4J)? I think there are important lessons for us in the popularity of alternative medicine both for what we should try to preserve in our encounters with patients-the positive lesson-and a warning that dissatisfaction with traditional care could lead to a loss of funding for our services and, in some circumstances, a deterioration in health of individuals who delay or ignore accessing scientific medical care.
Finally, I want to comment on our attitude toward solving some of the issues I've raised. We face huge challenges over the next decade: the projections for shortages in virtually all specialties of medicine are frightening. Recent decisions in some jurisdictions to increase medical school enrolment will not be easy to implement, given the shortage in teachers and clinician mentors. Governments are starting to recognize that there are pressing needs to increase their investment in health care. We need to be at the table and not just to seek better remuneration. Job satisfaction goes beyond that. We must contribute where we can but avoid selling psychiatric interventions as the solution for much larger social issues. This year we lost one ofCanadian psychiatry's most effective advocates for our involvement in governmental policy discussions about mental health. Dr Paul Steinhauer was successful at bridging that gap between policy-makers and psychiatry. His steady influence will be missed.
There is an opportunity to work in our local areas, provincially, and nationally to collaborate with our patients, families, colleagues in other health professions, administrators, and planners to see that mental health is not neglected in the debate on health care reinvestment. Recognizing our scope of practice and demonstrating enthusiasm and commitment to the task-a winning attitude-should help us win larger public support for efforts to improve the mental health status of Canadians. Mark Twain said this of public opinion: "It is held in reverence. It settles everything. Some think it is the voice of God" (1). I recognize this is an exaggeration, but with public opinion on our side much can be achieved in bridging the gap between our current situation and where we want to go. I thank you for the privilege of serving as your president. It has been a very rewarding experience, made much easier than I had anticipated through the efforts ofour excellent staff in the head office.
